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4Y thesis is a simple one and it is this: science and medicine
are different and are antithetical rather than complemen-

tary. This antithesis creates problems which are often ignored,
mostly because they are not perceived, problems which are dif-
ficult or impossible to solve.

I choose to define medicine as that which doctors do, the prac-
tice of medicine. Science is more difficult to define and I pro-
pose to distinguish between scientific knowledge and scientific
thinking.

Scientific knowledge is distinguishable from belief in that it
is refutable. A belief in God, the conviction that Shakespeare
is a better poet than Milton or the opinion that communism
is evil are not necessarily untrue but are necessarily unscientific.
Scientific knowledge is agreed as a best available approxima-
tion of truth. It progresses by challenging dogma and is ready
to accept and agree new evidence which requires a revision of
perceived reality.

Scientific knowledge does not represent permanent truth. A
scientific proposition may in time have to be changed to accom-
modate new evidence. Nonetheless by comparison with belief
scientific knowledge is testable and open to refutation. Con-
troversy is important and necessary to progress and most of the
controversies are at the growth points of scientific thought.

Scientific knowledge often has great practical utility. This prac-
tical usefulness underpins much of medicine and has diminish-
ed the chance of our lives being 'nasty, brutish and short' The
remarkable characteristic of the practical application of science
is that it is in no way necessary to have any knowledge of science
to benefit from and to use its discoveries. In driving a car, looking
at television or prescribing antibiotics ignorance of engineering
or microbiology is little disadvantage. It is impossible and for-
tunately unnecessary that doctors should know the science which
underpins their most useful and valuable actions. As a general

rule this knowledge has been based on work done by non-
medical scientists in the laboratory rather than at the bedside,
the contribution of physicians has been relatively minor.

If much scientific knowledge is unnecessary to the practice
of medicine the same is not true for scientific thinking. Scien-
tific thinking is an unfortunate term because its essence is not
peculiar to, or the sole province of scientists. I use it to refer
to an approach which is characterized by being critical and based
on reason. David Sackett and his colleagues at McMaster Univer-
sity have made what they term 'critical appraisal' the centrepiece
of medical education, and critical appraisal probably best
describes the activity which is essential to the rational practice
of medicine. Such appraisal is concerned with two questions -
what is the evidence and what may be deduced?
The use of reason and the application of common sense are

unusual and uncommon activities. Critical appraisal relies on
reason, is logical and eschews emotion. It distrusts and challenges
dogma and is therefore antiauthoritarian. It sees science in the
same way as Brecht's Galileo: 'The chief cause of poverty in
science is imaginary wealth. The chief aim of science is not to
open the door to infinite wisdom but to set a limit to infinite
error' As Popper has pointed out, 'the more we learn about the
world, and the deeper is our learning, the more conscious,
specific, and articulate will be our knowledge of what we do
not know, our knowledge of our ignorance' What is known
defines the extent of the unknown, certainty the extent of
uncertainty.

Medicine, as Ortega observed in writing about The mission
of the university, 'is not a science but a profession, a matter of
practice. Hence it represents a point of view distinct from that
of science ... It goes to science and takes whatever results of
research it considers efficacious: but it leaves all the rest. It leaves
particularly what is most characteristic of science: the cultiva-
tion of the problematic and doubtful. '2
What doctors do, the practice of medicine, is determined by

negotiation, a negotiation which is part of every consultation
and which may also be seen as taking place between society and
the profession. Individuals and society as a whole have expec-
tations of medicine, wants which expressed as needs, have even
been restated as human rights: the right to health care, 'health
for all by the year 2000'. For its part the profession offers to
meet, to a greater or sometimes to a lesser extent, these needs.
Kenneth Galbraith in his book The affluent society suggested
that the need for consumer goods was the creation of those who
produced them.3 In the same way medicine exerts a powerful
influence on the expectations of society by suggesting that it
can offer new hearts for old, sleep to the insomniac and hap-
piness to the sad.
Most people, despite the distortions created by our busy

waiting rooms, seldom need or appear to want doctors. Doc-
tors and hospitals, mercifully for most of us, only occasionally
and episodically, touch our lives. However, from time to time,
most people will decide to approach doctors with what has been
well described as a mixture of 'distaste, dread, faith and
expectation'4
Dread is widespread, destructive and seldom recognized. To

some extent it may be diminished by diagnosis, a diagnosis which
by labelling both explains and demystifies. On the other hand
diagnosis may confirm worst fears and reassurance may be
destroyed by qualification: 'There is nothing to be afraid of but
I would like you to see a colleague/have an X-ray/go to hospital!
I am reminded of the kindly physician in outpatients, who,
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leaning forward and patting his patient on the knee, said 'There
is nothing to worry about my dear, we are just going to make
a little hole in your head!
The expectation of diagnosis is often linked with the expec-

tation of treatment although I am persuaded that doctors are
sometimes tempted to rationalize their therapeutic activity as
a response to expectations which do not always exist. Uncalled
for therapy contributes to dread.

Patients have, as a rule, an expectation of care and considera-
tion. When this is fulfilled it allows, particularly in general prac-
tice, patients to share their problems, problems which range from
cancer of the colon to 'my budgerigar has died. When it is not
fulfilled patients become competently critical. Incompetent to
criticize diagnostic or therapeutic nonsense they have no doubt
about identifying rudeness or lack of consideration.

Patients require of doctors permission to be sick - this in-
cludes not only the written certificate but also the repeat prescrip-
tion, the proof of being 'under the doctor. This exercise is often
cloaked in inappropriate mythologies about disease.

Increasingly and in response to health education bureaus,
cancer societies and heart foundations as well as physicians
themselves, patients come to doctors in expectation that by so
doing they may cheat death, avoid the evil eye and escape the
wages of sin. Underlying the decision to overcome distaste and
dread and visit the doctor lies the hope that by doing so health
will be improved, pain diminished or the risk of death reduced.
What is the evidence?
The great Mackenzie remarked, 'In about three quarters of

cases we see, he [the doctor] cannot make a diagnosis worth call-
ing by that name'5 In 1974 Thomas reported that of 3848 con-
sultations he was unable to make a diagnosis in 43%.6 The
Research Committee of the Royal College of General Practi-
tioners surveyed 11 practices: the average for 'firm diagnosis'
was 57% with a range from 25% to 72%.7 What of the other
4370 - do they represent dread, the need for reassurance, the
wish to become sick? It seems unlikely that they represent a large
amount of serious remediable disease. All of us can, however,
remember the shame of the missed diagnosis that mattered and
our hospital colleagues have no apparent shortage of horror
stories.

Faced with diagnostic uncertainty on such a scale how can
therapeutic activism be justified? Easily on pragmatic grounds.
Until I was paid by the University my livelihood was largely based
on the real association between my therapies and my patient's
recovery and the illusion, shared by both parties, that these
phenomena were causally related. But there is little good evidence
based on well-designed controlled trials which have been car-
ried out on populations of patients seen in general practice. Good
trials have shown no evidence of benefit from antibiotics or
decongestants in otitis media.8-'0 In the East of Ireland Faculty
we were unable to show that diazepam was better than placebo
in the management of minor anxiety." The most commonly
prescribed drugs in the General Medical Services Scheme are
ampicillin, diazepam, digoxin and salbutamol. Yet we lack clear
indications for ampicillin in most instances, digoxin has been
shown to be valueless if the patient is in sinus rhythm and most
salbutamol use is not monitored by regular measurements of
peak flow.
No placebos are listed in the Monthly index of medical

specialities. In any case can we face the deception of conscious
placebo prescribing. As Richard Asher and subsequently Michael
Balint pointed out the success of therapies depends upon the
faith and enthusiasm of the therapist. How does the sceptic feign
enthusiasm for sugar pills? By the same token how can he have
faith in acupuncture, faith which is a precondition of its success?
We prescribe and for the most part our patients recover: the

economic cost should frighten us, our unjustified iatrogenesis
should give us nightmares.

Relatively little attempt has been made to assess our success
in providing appropriate reassurance and explanation. Waiting
room and public house conversation give little grounds for com-
placency and Ann Cartwright has shown that patients often leave
the surgery more frightened than when they came in.

General practice aspires to see people whole and to respect
their autonomy. Our students in writing their mandatory essays
on their general practice experience frequently comment that
the quality of the consultation in general practice is different
from that which they have observed in hospital. But on the other
hand, I quote: 'the doctor's attitude to the patient should be
able to transcend narrow, reductionist, disease orientated
biomedical models ... doctor and patient should be able to in-
teract as equals ... that is what I thought general practice ought
to be ... however, my five day encounter with reality put brutal
flight to these childish fancies!

General practice is under great pressure to become involved
in the promotion of health and the prevention of disease. The
World Health Organization, Alma-Ata, Health for All, the
Cancer Society, the Heart Foundation, the Minister for Health,
health boards, the General Medical Services Working Party, even
the Royal College of General Practitioners and increasingly the
plain men and more particularly the plain women of Ireland
exhort general practice to take up this great challenge.

In relation to the possibilities of preventing premature mor-
tality from cancer or ischaemic heart disease the literature is con-
siderable and conflicting. To review even a part of this literature
in an adequate and comprehensive way would require a whole
series of lectures, but it now seems certain that screening pro-
grammes for cancer of the uterine cervix, the breast or colon
are ineffective in diminishing mortality and may be a contribu-
tion to holy dread and ill health.'2 The benefits of lowering
blood pressure have been established only for those whose
diastolic pressure fifth point is maintained above 105 mmHg.'3
In the continuing Medical Research Council trial of treating mild
or moderate hypertension, 3007o of men taking thiazide diuretics
became impotent.'4
Although lowering cholesterol in the normal population

reduces ischaemic heart disease mortality rates, the funeral rates
remain obstinately the same.

Lacking a sufficiency of patients who are diseased, what could
be more satisfactory than the treatment of the healthy?
Those of us who have embraced medicine as a career aspire

to benefit our patients and would generally accept the Hip-
pocratic principle ofprimum non nocere. We also hope and ex-
pect that we will make a reasonable livelihood and that we will
be accorded a measure of respect in our society.

Science, although perhaps not every scientist, is anti-
authoritarian, distrusts dogma, stresses ignorance, eschews
power, is humble rather than arrogant. If we aspire to emulate
those who are the better scientists we should strive to substitute
'articulate hesitation' for 'inarticulate certainty'.'5 Learning
from experience to make the same mistakes with increasing con-
fidence is no substitute for controlled trials.
Although medicine increasingly lays claim to be scientific, the

reality is very different. Doctors generally respond to patients
in ways which have more in common with conditioned reflexes
than with the method of science. Medicine in meeting the needs
of patients, and the needs of doctors, assumes the mantle of
wisdom, authority and power. There is little room for confes-
sions of ignorance or therapeutic pessimism. Late in life I have
begun to confess to my patients that I do not know, but cannot
avoid some qualifying clause, usually unjustified, such as 'it
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cannot be cancer' Faced with the request for therapy, there is
little hope of the honest denial, 'there is no treatment': in any
case therapy is easily rationalized as likely to be effective as a
placebo.

Yet without the scepticism of science we are no more than
quacks. Inheritors of a long tradition, successful in our fashion
but fundamentally dishonest. The critical appraisal of what we
do challenges and threatens to destroy our authority.

Herein lies a problem which the Irish College must address.
As an academic body it is dedicated to the search for truth. Truth
is likely to hurt, to be uncomfortable, and could conceivably
threaten our livelihood and our place in society. It will not sur-
prise you to learn that your Chairman of Council has referred
to me as a nihilist, and a psychiatric colleague has accused me
of being anti-doctor.
Although scientific knowledge underpins most of the useful

things physicians do, scientific method threatens medicine. The
exposure of ignorance diminishes power. Even the use of science
to 'set a limit to infinite error' may hurt our pride and damage
our pockets. No more normal blood pressures receiving life-long
treatment, no more annual cervical smears, no more repeat
prescriptions for benzodiazepines, no more ludicrous labels ...

no more patients?
A devotion to science and critical appraisal may bring us into

conflict with our peers. There are likely to be times when the
interests of the profession, represented by the medical organiza-
tion and the interests of patients may conflict. Our College has
a liaison committee with the Irish Medical Organization but this
does not necessarily solve the problem. Recently the Royal Col-
lege of General Practitioners, despite a liaison committee, earned
a large measure of opprobrium by making statements about the
use of deputizing services which the British Medical Associa-
tion found unacceptable.

If I appear to offer naught for your comfort, take heart, for
the first step towards solving a problem is its recognition and
understanding. If we are aware that by describing ourselves as
an academic body we are obliged to honour truth and to use
the method of science to limit error, we can accept that some
of the consequences are likely to be painful. If we dishonour
truth and neglect the method of science we have no justifica-
tion for describing ourselves as an academic body. If we ignore
truth, our teaching and our emphasis on education of which
we are justly proud, are based on false premise and are in danger
of perpetuating falsehood.
Our College has already taken a number of initiatives in rela-

tion to education and some of the results have been made
available to you at this meeting. It now needs to devote an even
greater quantum of energy to research.

Research suggests to many an esoteric activity requiring special
knowledge, elaborate technology and sophisticated statistics. It
is not so, it requires common sense, clear thinking and willingness
to work. There is cause for optimism. Irish general practice has
published more papers in the last few years than in previous
decades. None of these has revolutionized medicine but taken
together they represent a solid corpus of sound achievement.
Much of this research has involved large numbers of doctors
and this too must give us hope for the future. Furthermore, I
believe that government has realized and accepted the need to
evaluate our expenditures on health services and am optimistic
that funding for research in general practice will, at least to a
modest level, be made available.
These are exciting days, rich in enthusiasm, full of optimism.

Yet institutions, even those as young as ours, can quickly become

dull, irrelevant and increasingly preoccupied by the maintenance
of the status quo. Our safeguard is the healthy scepticism of
science. A scepticism which recognizes the continually chang-
ing basis of knowledge, a scepticism which always challenges
and never accepts, which survives by asking questions.
At the moment, and it may be no bad thing, we lack an

equivalent to our sister College's cum scientia caritas. If we are
to justify ourselves as an academic body, something which is
more than a club, more than an organization to defend the posi-
tion of a profession, we must honour truth. In order to honour
truth we must define and expose ignorance and must recognize
that our truths are always, 'seen through a glass darkly' and must
constantly be subject to change and modification. Our teaching,
based on honesty, must stress uncertainty, our search for truth
challenge certainty. By so doing we may earn the right to be
proud of our membership of this, our Irish College.
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